ATTACHMENT 1

UB-92 Claim Form sample
straight Medicaid with Medicare coinsurance days claim
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4280 25001 | 9952 82120 428.0
79 pc |80 PRINCIPALFROCEDURE T opd HER PROCEDURE 82 ATTENDING PHYS. 10 87654321 a
| IM Attending Physician b
opd e PROCEDURE - coom | . 83 OTHER PHYS. ID :
a| 8 ReEMARKS OTHER PHYS. ID a
" *’
¢ 85 PROVIDER REPRESENTATIVE 56 DATE
d X IM Authorized MMDDYY

UB-92 HCFA-1450

OCR/Original

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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